Copeman and Dr. G. B. Mitchell-Heggs and was admitted to St. Mary's Hospital with a suggested diagnosis of polyarteritis nodosa.
Clinical Examination.-On admission in November, 1950, his limbs were very painful. There was swelling round the elbows, wrists, metacarpo-phalangeal, knee, and ankle joints. The swelling was due partly to synovial effusions, but there was also conspicuous peri-articular thickening extending 2-3 inches beyond the joints. The wrists, knees, and ankles were warm, but movements were free. There was slight clubbing of the fingers.
The skin showed three types of lesion typical of polyarteritis:
(a) purple mottling, most marked on the distal parts of the arms and legs; (b) tender punched-out ulcers over the buttocks and scars of similar lesions which had healed; The first extensive examination of the long bones was made in 1952, when changes were disclosed similar to those found in the forearms in 1950; subperiosteal new bone was now more conspicuous in the forearm bones and was present also in the tibiae and fibulae. A comparison of the appearances of the (Fig. 2) . The appearances of the right tibia and fibula in 1953 are shown in Fig. 3 .
Necropsy Findings.-An embolus occluded both main branches of the pulmonary artery. No active polyarteritis was found; two healed arterial lesions had been found in the skin of the amputated leg. The ulcers on the legs showed non-specific inflammation and were surrounded by dense fibrous tissue. The liver was pale -Irregular subperiosteal bone in same nodule as Fig. 4 ( x 100 
LT:
'N group.bmj.com on June 23, 2017 -Published by http://ard.bmj.com/ Downloaded from A nodular area was excised from the anterior surface of the lower part of the left tibia. The periosteum showed a clear division into two layers but there was no inflammatory reaction (Fig. 4) . Beneath the periosteum there was a layer of newly-formed bone, showing no regular structure (Fig. 5) . The appearance was in striking contrast to the lamellated compact bone of the underlying cortex (Fig. 6 ).
Discussion
Symptoms relating to the joints are common in polyarteritis and conform usually to one of two types (Lovell and Rose, 1955) . There is either an acute, transient, sometimes migratory, arthritis, or a more chronic deforming arthritis resembling rheumatoid disease. Both types of arthritis are suppressed by cortisone. There is no doubt that this patient had polyarteritis, for the skin biopsies were unequivocal as were the appearances of the skin lesions. While the joint lesions might have been due to polyarteritis, their clinical features were typical of hypertrophic osteo-arthropathy. The associated finger clubbing and radiological and pathological changes in the bones show that hypertrophic osteo-arthropathy was indeed present.
The histological appearances in the joints and bones differed from those described in hypertrophic osteo-arthropathy by Gall, Bennett, and Bauer (1951) in only one respect, namely the absence of inflammatory changes in the joint tissues and in the periosteum. We confirmed the observation of these authors that inflammatory changes with lymphocytic infiltration are normally features of osteoarthropathy by examining the tibial periosteum from a male aged 48 who died with this disease associated with a bronchial carcinoma. Fig. 7 shows a typical portion of periosteum from the tibia of this patient; the lymphocytic reaction contrasts strongly with the appearance in our patient (Fig. 4) . Since, in our patient, cortisone had suppressed the clinical manifestations of joint inflammation and the limb pains for 3 months before he died, it seems likely that the absence of the inflammatory component of osteo-arthropathy on histological examination may be attributed to the effect of cortisone. With the doses of cortisone used, the irregular deposition of new cortical bone progressed. 
